Remarks on Surgical Dyspepsia by Crymble, P. T.
Remarks on Surgical Dyspepsia
By P. T. CRYMBLE, M.B., F.R.C.S.ENG.
Professor of Surgery, Queen's University, Belfast
tIHE recognition of surgical dyspepsia involves interpretations of signls andl
symptoms, a knowledge of the living patlhology of the abdomen, anl familiaritv
with surgical techniique. Consequently it is only to be expected that a nlumber of
suitable cases never receive the benefits of surgery, and that a niumber of unsuit-
able cases are operated upoIn. 'T'lhe practitioner or the conisultinlg physician may fail
to recognize the slurgical case, or may brinig to operation a case devoid of surgical
pathology. An even heavier responsibility devolves upon the surgeon wvh1o is called
upon to recognize pathology through an incision and to apply suitable technique.
What cani be more tragic thani the post-mortem examinlationl which reveals only an
appendix abscess in a patient treated for three years as duodenal ulcer, an,d what
can be more unsatisfactory than the removal of anl appendix for symptoms (lue to
a, lesser-curve ulcer. TIhree points tendl to restrict the field of surgery in dyspepsia
1. The fact that the great majority of (lyspeptics showino surgical pathology.
2. TIhe great length of time during wlhich the surgical (lyspeptic may exist
without surgical interference, a point whiclh may deludle the physician into
thinking that he has cured the condition.
3. I The occasional operation death.
Very little remains to be said of the signs, symptoms, and pathology, but finality
lhas not been reached on the lorm or applicability of the operation. We know, of
course, that the removal of a diseased or deformedl appendix, the removal of a gall-
stone, the removal of an inflamed gall-bladder, or the division of an adhesion, may
cure a dyspepsia. We hasve quite decided that a dilated hypertrophied stomach,
secondary to a pyloric or duodeinal scar, is ideally treated by gastro-enterostomy,
and most surgeonis can show<I an occasional good result after partial gastrectomy
for cancer, but noni-obstructinig duodenal ulcer and gastric ulcer still remain a
battleground.
A large number of gastric ulcers will be founid on1 the posterior aspect of the
lesser curve, completely perforatinig the stomach wvall and floored by the pancreas.
At operationi one findls the margini of the ulcer formed of cicatricial tissue, andc the
aperture floore(d by the pancreas may be anything in size from a shilling to the
palm of the hand. No one has convinced me that healing ever takes place in such a
coniditiotn, and therefore one must remove the pathological area or condemn the
patient to continiue throughout the remain(der of his days with an aperture in the
biack of the stomach. All that a gastro-enterostonm could possibly (1o would be to
relieve the symptoms-it coul(d niot alter the aniatoiiical condition. There is, ther-e-
fore, much to be said in favour of gastrectomy (hemi- or two-third) for the treatment
of the chronic perforation of the lesser curve of the stomach, and later on the
results of a series of gastrectomies will be referred to. rhe small non-perforating
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to (lo a local excision plus a gastro-enterostomv. Examination of the stomachs
removed by gastrectomy teaches one, however, that the ulcer is only a part of the
pathology, and that the ulcer is always accompaniied by a more or less extensive
area of gastritis. 'Fhis gastritis might disappear after the formation of the gastro-
enterostomy.
The non-obstructing (luodenal ulcer is the main cause of dispute at the presenit
time. The figures of Moynihan, Sherren, and( WValtoni show remarkably good results
with gastro-enterostomy, whilst many Continental surgeons deny the efficacy of
this operation and carry out extenisive gastrectomy for this conidition. rhe gastro-
enterostomist claims a low operative mortality and an eighty per cent. cure, whilst
the gastrectomist claims freedlom fronm all forms of secondary ulcer, but at the
price of a higher operative mortality.
Secondary ulceration, either in the stomach, stoma, or jejunum, is the chief bad
after-result in gastro-enterostomy, and it is said to occur most frequently in young
adults with hyperchlorhydria. Even though it does occur, it can be dlealt with
surgically, and later oni two cases of jejuno-colic fistula wNill be fully reported.
British surgeons still support gastro-enterostonw as the ideal measurc for non-
obstructing duodenal ulcer.
Secondary ulceration attacking the stomach, the margin of the gastro-
enterostomy, or the jejunum, may follow a gastro-enterostomy, and an even more
serious complication may arise when this ulcer erodes into the transverse colon
and allows faeces to escape into the stomach. Two recent cases of jejuno-colic
fistula proved amenable to operation, and show that it is not such a serious con-
dition as has been claimed.
CASE 1.-Policeman1 H. O., aged 30.
History:
1923-Pain one hour after food, for one week.
1926-Similar attack, lasting for two months.
1929-Numerous more severe attacks, accompanied by vomiting and on one
occasion hoematemesis.
1930-Operation: Gastro-enterostomy and appendicectomy for duodenal ulcer.
1934-Reports diarrhoea and fiecal-smelling eructations for past five months.
Motions three in the day and six at night. Loss of two stone in weight.
Operation revealed a fistula, the size of the finger, between the transverse
colon and the efferent limb of the jejunum.
The fistula was entirely distal to the gastro-enterostomy.
The two portions of bowel were separated and the colic and jejunal apertures
closed. There was no sign of any ulceration nor was there any surrounding
scar-tissue.
Recovery was uneventful, and he has been carrying out full duty during the
past year.
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Historv:
1921-Operation for perforated gastric ulcer. Simple closure.
1932-Gastro-enterostomy for long-standing pyloric obstruction.
1935-Reported with an eight-months history of nocturnal (liarrhoea, loss of
weight, and(l flax-water-smelling eructations of gas. Occasional vomiting of
large quantities of thin creamy material.
0peration: 'I'he tranisverse colon was adherent to the efferent limb of the
jejunum and the adjacent part of the gastro-enterostomy. On separating
these parts, a jejuno-colic fistula the size of a florin was exposed. Superiorly
the fistula included the lower angle of the gastro-enterostomy. 'The mucous
membrane was everywhere perfectly healthy. The colic and jejunal apertures
were closed and infolded.
Recoverv wvas uneventful, and the patient has been on full duty for some
months.
'I'hese two cases would encourage one to tackle such cases with more confidence,
and they suggest that the colonic faeces coming in conitact with the jejurnal ulcer
leads to healing. 'lThe reaction of the colon contents is alkaline, and this may be the
healing property.
It is worthy of note that in the Middle Ages a watery extract of cow dung formed
a part of certain prescriptions.
In view of the fact that there has been recent discussion on the operative treat-
ment of gastric and (luodenal ulcer, on the lines of gastro-enterostomy versus
gastrectomy, it may be of value to review a series of sixty-six consecutive cases in
which one has performecd gastrectomy for gastric ulcer.
There were five operation deaths, givinig a mortality of 7.5 per cent.
The symptoms present in the series included pain, vomiting, haemorrhage, and
loss of weight, but pain was the only symptom invariably present. The ulcer gave
rise to abnormality in the opaque meal, either as a lesser-curve spur, as an hour-
glass contraction, or as seven-hour gastric retention. One or two of these signs
might be absent.
In all the cases the ulcer was situated on the lesser curve, mostly on the posterior
surface and frequently on that portion related to the pancreas. When the ulcer has
perforated the stomach wall completely, the floor of the ulcer is usually formed by
the pancreas. A white fibrous ring is developedl at the gastro-pancreatic junction,
and this prevents any further healing. Contraction cannot take place and a new
stomach wall cannot be grown.
It is only when the stomach has been divided at the pyloro-duodenal junction andl
separated from the pancreas that a good view of the pathological anatomy can be
obtained. The mucous membrane in the imlme(liate neighbourhood of the ulcer is
the seat of gastritis, anid this condition freqLuently extends towards the pylorus.
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1. Division of the gastro-colic ligament in relation to the portion of great
curvature about to be removed.
2. Application of Martels clamp to the pylorus.
3. Division of the pvlorus and closure of the duodenum.
4. Separation of ulcer from posterior abdominal wall and pancreas.
5. Application of a large Payers clamp to the stomach oral to the ulcer.
6. Proximal jejLnum broLught through an aperture in the transverse mesocolon,
to the left of the middle colic vessels.
7. An end-to-side gastro-jejunostotmiv is niow carried out, so that the jejunumn
joins the stomach at the lesser curve atncd leaves the stomach at the great
curve. This anastomosis is macle inimediatelv distal to the large Payers
clamp on the stomach. In the process of doilng this the condemned portion
of stomach is removed.
8. The margins of the mesocolic aperture are fixed to the stomach close to the
anastomosis.
Difficulties may be encountered a-tt each stage of the operation-
a. The middle colic vessels are in danger in (livision of the gastro-colic liga-
ment. By beginninig the division to the left of the middle line, in the
region of the lesser sac, the vessels may be recognized and avoided. Near
the pylorus the large right gastro-epiploic vessels will be encountered
and will require division.
b. The infolding of the duodenal stump may prove difficult, sinice the gastro-
duodenal vessels maax be puncture(d or the paniereas may interfere with the
infolding. rhese difficulties are enitirely overcome by leaving the pyloric
end of the stomach in situi as in the D)evine operationi. Recent research has
shown that this pyloric endl is of use in preventing anamia. Unfortunatelv,
the pyloric end( of the stomaclh is frequently the site of the ulcer.
c. The separation of a large ulcer the size of the palm of the hand requires
patience andl courage. A large Payers clamp passed around the stomach
above the ulcer will be of great assistance in controlling hemorrhage and
for traction.
d. A retrocolic operationi may' be inadvisable or impossible, owing to the absence
of a mesocolon, or the sshortnless of the m)esocolon, or the vascularity of
the mesocolopl. Under these circumstances the jejunium must be brought
in front of the transverse colon to its junction with the stomach and
anastomosed as describe(d above or led from left to right, so that the
jejunum joins at the great curvature and( leaves at the lesser curvature.
Special care must be taken to obtain a watertight junctioni at the postero-
superior part of the anastoniosis, since a pooI- stola('h wall may be foutnd in thlis
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this spot and cluse(l deatlh.
Tlhe after-treatment is of great importanice, and may turn the balance in favour of
life or deatlh. The f'ollowing six points might be stressed
(a) Haemostatic serum 2 c.c.
(b) Glucose saline per rectunm or intravenously, if shock he present.
(c) Fluids only, giveIn by the mouth, for five days.
(d) No aperient stronger tlhanl semprolinle with phenolphthaline.
(e) Gastric lavage foil persiistenit hwanorrhage or obstructive vomiting.
(f) Alkalies by the mzouth for several weeks.
"AFTER-RESULTS OF GASTRECTOMY.
WNAhilst the publishedl lists of gastro-eniterostonmies runl inlto thousan(ds of cases,
gastrectomies are few in number, so that it is difficult to compare the two operations.
The surgeon should have both operations at his command, and apply to eachi conl-
(lition the most stuitable teclhnique. Tlhe pure short-circuiter is conldemned to have a
very incomplete knowledge of gastric pathology, since this is mainly disclose(d
(luring thle process of gastrectomy, and apart from this he will take a somexvhat
biassed view in favour of his method. In my opinion, gastrectomy has a very (lefiniite
place in the treatment of surgical dyspepsia. The operation has a reasonable mor-
tality (say seven per cent.), and the large proportion of cases are restored to wxorking
capacity. There is, however, a small minority in which the result is poor. There may
be a temporary anaemia, which usually clears up under prolonged medical treatmenlt,
or there may be persistent pailn, possibly due to secondary ulceration. I haec seen
one case of jejunal ulcer following heemi-gastrectomy, and the following is a short
llistory :-
MR. P
1914-Gastro-enterostomiiy for (luodenal ulcer.
1928 Hemi-gastrectomv for stoma ulcer.
1930-Operation for jejunal ulcer. The gastro-jejunostomy had retracted high
up above the mesocolon. The afferent andl effercnt limbs of the jejunum were
('ompressecd by the im'esocolic orifice, an(l there was a jejunal ulcer oni the
efferent limb. Tlhe ule-r WVaS infolcled, the stomiiach pulled clown into the ilio-
Ilumbar reo-ion, ani]d a twvo-in-ich pouch of stomach fixed there by suturing the
stomach wall to the margin of the meso-colic orifice.
1935-Patient reports: "My last operation has been fairly successful, but
I must be careful of the food I eat. No vegetables, potatoes, or greasy foocd
will agree with me."
This case illustrates one of the defects of simple short circuit-the possibilityl ot
secondary ulceration. It also slhows that a jejunial ulcer ma) clevelop after a lhemi-
gastrectomy, but that finally a fairly satisfactor- result was obtained.
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